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HLT}:EMM.IMHHHFWM True to tha best of my knowledge, Any talse statement will render my Application & ongaing asusiance, f any,
2} | salemnly confirm that assistance, f recelived from Keoshika Foundition, will be used only for #w “purpose’, as stated In ihis Form, lor which such assistance
Wins requesied by ma.

3) 1 hereby confirm that | have ol & will not i future, avad of reimbursaman, iy ant o b hull, from any other sourca/employer/insurance company, of the amoun!
for which this sssisiance i requetied
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AGREEMEN] by APPLICANT (sues g wir)

1) By aMaing my signature or thumb impresaion on this Form. | (Applicant) heraby agres & authorsa Koshika Foundation and it's Trusises i
use/publshipul-upimproduce my name, address, photo & details of the “purpase”. for which such assistance is requested/granted, hrough any
medium, kncluding hul not limited 1o verbal, print, slectronie, for soliciting donations for Koshika Foundation snd/or disseminating infarmation about It's
activilles/achievements. Such use of my photo & details can be made by Koshiks Foundation bafore or after my trontment or fulfiment of the *purpose”
for which-asssstance s being reguesied.

211 (Applcant) further agree thal any such use of my name, sddress, pholo & detalls of the *purpose”, lot which such assistance & mguesledigranted,
will not automatically entitls me for reoeiving or continuing the said assistance. Tha decision for granting andior continuing the assistance will rest salely
with (he Trustess of Koshika Foundalion, and their dacision s this regerd will ba final and ncceplable to me.
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AGREEMENT by HOSPITAL (wwemm g %01)

By affing hereunder, signature of aur Autharised Signatory for recommanding this cona/patient for financial assistance from Koshika Foundation. we
{Hospital) heratry affirm & accap! following:

1) that we neither are presently nor will i future svall of finenclal sssistance from another NGO o othat source, for the sams patienticass, ns we &m
requesting to get from Koshika Foundation, to the exient ihat such assitance |s granted by Koshika . if the requested assistance is nol granted
by Koshika Foundation, in pan or i full, then the Hospital resetves IUs right to make up the shortfall from anothar NGO or any ofher source. This
confirmation esssntially states that the Hospital will not avad any duplicate assistance for he sume patienticase from any other NGO or uny other source
7) The assistance fram Koshika Foundation is ondy financial in nature. The choice of the treatmentiprocedure advised/conducind by the Hospital on the
patiant, is based on the arangement batween the patient & the Hospital. and |s in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume stle A complate responsibiity of the treatmant & it's outcomn & salety of tha patient. snd Koshika Foundation will have no role or responsiility
in the maltar.
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